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We regret that Dr Salwa Khuri-Otaqui's booklet could not be printed 
in its entirety. In presenting this review, it is our hope that 
many of our CONTACT readers will want to read the complete descrip- 
tion and analysis. The sections on Health Education and Child Nu- 
trition are excellent, and we have only highlighted certain points. 
Copies of this 54-page booklet are available from the Christian 
Medical Commission, Geneva, or the Near East Ecumenical Committee 
for Palestine Refugees (PO Box 4047, Nicosia, Cyprus) at Sf4 or 
US$1 per copy. 


Historical Background 


As a result of the Palestine conflict in 1948, the Near East Coun- 
cil of Churches' Committee for Refugee Work (NECCCRW) initiated and 
operated programmes as temporary measures to provide food, clothing 
and shelter. With the passage of time it was realized that there 
were many needs among the Palestine refugees which were not being 
met, and various attempts were made to remedy them. 


Among the decisions taken at a consultation held in Beirut in 1963 
were that (1) a "wage relief programme which tends to create a per- 
manently dependent class could well be developed into a programme 
of rehabilitation. As a church-related agency we are committed by 
the nature of our mandate to emphasize the dignity of the individ- 
ual and lay stress on the moral element in our giving." (2) Great- 
er emphasis should be placed on rehabilitation through loans, voca- 
tional training and self-help projects. (3) "Existing facilities, 
such as feeding centres, sewing centres, clinics, should be devel- 
oped and raised to the level of community centres which can be of 
service not only to a limited group, as is the case at present, but 
to the wider community, etc." 


This consultation was followed by another conference in September 
1964. One of the general recommendations was that "education should 
be an essential part of all programmes. It should be dedicated to 


the task of helping individuals learn better those behavioural pat- 
terns and skills that will enable them to fulfill effectively their 
roles as family and community members." 


One of the most important specific recommendations was in connec- 
tion with Family Service Centres (FSC). "It was recommended that 
all area committees investigate the possibility of establishing 
Family Service Centres which would incorporate education in nutri- 
tion, hygiene, sanitation, home-making, as well as a medical clinic, 
infant feeding for children zero to five years of age (recommended 
by a doctor) and other related services. The various aspects of 
these centres would be developed in successive stages as resources 
permit it. The programme developed through these centres would 
deal with the problems of the entire family as a unit and therefore 
could become the focal point for all work in a particular area. 
While these centres were first proposed by the West Jordan Area 
Committee for the frontier villages, their applicability to all 
areas, both urban and rural, was evident." 


Family Service Centres, established by the Near East Council of 
Churches' Committee for Refugee Work and, since July 1970, operated 
by the Near East Ecumenical Committee (NEEC) through the area com- 
mittees, are found in the West Bank (of Jordan), the Gaza Strip, 
East Jordan and Lebanon. These centres have structural and func- 
tional variations related to their historical background, staff 
available and the special situation prevailing in each of the four 
areas. 


Some General Principles 


1. FSCs are opened in rural or urban slum areas with the aim of 
tackling the problems of underdevelopment among the lowest 
socio-economic groups for whom no other services are available 
or within their means. 


2. Integrated development. Development of the community, to be 
effective, especially in underprivileged areas, must be at- 
tempted at all levels simultaneously - in the health, educa- 
tional, social and economic, agricultural and moral fields - 
because these are interrelated and interdependent. 


3. FSCs do not only provide a service, but their aim is mainly 
educational. The ultimate aim of FSC staff should be to work 
themselves out of the job in the area served by the centre. 


4. Community health is based on an integrated and comprehensive 
approach. The individuals, the families and the community need 
to be stimulated and educated to become aware of their other 
basic needs for development, all of which affect health, and to 
be assisted in attaining them. N.B. Unfortunately, there are 
other needs at present about which FSCs can do very little, but 
their fulfillment is nevertheless essential as a basis for-de- 
velopment - viz. political and economic stability, law and or- 
der, and above all, confidence in the future. 


5. Self-help. Hand-outs based on the old idea of 'charity' are 
avoided except in extreme emergencies. 


6. Establishment of priorities. Due to the shortage of staff and 
funds and the multiplicity of the needs, the most urgent needs 
are identified and dealt with first. In the field of health, 
children under five years of age, pregnant and lactating women 
are the priority groups to be served because they have special 
needs and are more ‘'vulnerable'. Through these vulnerable 
groups the whole family is served and educated. 


7. The home and community. The success of a service and educa- 
tional programme is gauged by what happens in the home and in 
the community as a result of the programme. Follow-up of FSC 
work and teaching through extensive home visits is therefore 
essential. In the homes, advice and help must cover all family 
members and all spheres of life and should not be limited to 
the mothers and children attending or the type of service pro- 
vided at the FSC. 


8. Like the service, the teaching of the members of the family and 
community should be based on the needs and conditions in the 
homes and on local traditions and customs. If it is not thus 
adapted, the teaching is not very effective, and when it is ef- 
fective, it may be harmful. Over-rapid change due to revolu- 
tionary teaching can cause tension, dissatisfaction and dis- 
orientation; it may also help to accelerate the already rapid 
movement of village dwellers into the towns. Good customs and 
traditions, many of which have the wisdom of the ages behind 
them, should be preserved, and only harmful ones should be 
changed. It is far better for a FSC never to have existed 
than to destroy the confidence the families and the community 
have in themselves and their culture. 


9. With the shortage of qualified personnel which prevails in de- 
veloping countries, especially in the underdeveloped areas 
where our FSCs function, auxiliary or 'middle-level' workers 
must necessarily carry a big part of the work and share in the 
teaching load under supervision of the few fully qualified staff. 


10. If the community has confidence in the FSC staff, they will come 
to the centre regularly for preventive care without the help of 
'bribes' such as distribution of milk, clothing, soap, vitamin 
pills and similar attractions. 


Structure 


A complete Family Service Centre consists of two main components, 
which are usually located in adjacent buildings: 


1. Clinic (well child, sick children's, prenatal) and Supple- 
mentary Feeding Section 
2. Home-Making Section 


Both sections are operated on the same basic principles and work 
very closely together as they cover different aspects of the life 
of the same family and community. 


The FSC equipment and furniture are simple. The medical equipment 
is adequate for routine medical work; cases requiring elaborate pro- 
cedures and tests are referred to the nearest reliable laboratory 

or hospital. 


Equally important as the standard of building chosen for a FSC is 
the spirit of self-help and involvement on the part of the village 
leaders and the village as a whole. In some villages the leaders, 
even without being asked to do so, offer, free of charge, a build- 
ing which belongs to them or to the municipality or volunteer to 
pay the rent (as well as the cost of part or all the alterations 
required) for a building which is to be rented. Unfortunately, . 
this spirit does not prevail everywhere. Several factors are re- 
sponsible, and we are therefore grateful that in spite of this we 
have been able to find interested and responsible individual vil- 
lage leaders. They have been very helpful and have formed the nu- 
cleus of self-help projects. Furthermore, individual village head- 
masters and teachers (and sometimes their wives) have become. in- 
volved in our FSC work and have cooperated in advocating the self- 
help spirit. 


Clinic and Supplementary Feeding Section 


This section is open six days a week for all children from birth un- 
til the age of five years, together with their mothers, from the 
rural area or urban slum served by the FSC. . All pregnant women are 
also accepted. 


The activities and teaching of the well child clinic, sick chil- 
dren's clinic, and supplementary feeding centre overlap, and it is 
difficult to separate them even in writing. 


At the well child clinic the health of the child is inspected by 
the nurses and the child is weighed periodically. Among the dis- 
seases prevented at the clinic (apart from diarrhoeal diseases and 
related conditions) are whooping cough, diphtheria and tetanus 
(through immunization with triplevaccine). 


The maintenance of a good nutritional status and of normal growth, 
especially during the first year of life, is the basis of all pre- 
ventive measures against infectious and other diseases which occur 
in children under five years of age, including measles. 


With regard to the curative side, the aim is to provide accurate 
diagnosis, careful treatment and follow-up. This does not only 
help to cure the sick children who come to the clinic but also 
helps to gain the confidence of the community with regard to the 
educational preventive measures. 


Especially in the community for whom we work (i.e. the lowest socio- 


economic groups of a developing country), it is often difficult to 
define where cure ends and prevention begins. Treating a mild diar- 
rhoea, dehydration or malnutrition is also preventing the develop- 
ment of severe conditions and even death. 


At the sick children's clinic the physician is expected to limit the 
quantity of medicaments given to the sick child. If the mothers 
have full confidence in the doctor and the other staff, they would 
be willing to return home without the usual por tie of medicine, the 
pills or the much venerated injections. 


When a child needs hospitalization, it is referred to the nearest 
hospital which has a children's ward. If necessary, the parents 

are helped in getting the child to the hospital. On discharge from 
the hospital, the clinic staff follow up the child at the centre 

and at home, especially in the cases of diarrhoeal diseases and mal- 
nutrition. If necessary, the child discharged from the hospital is 
admitted (or readmitted) to the supplementary feeding centre for re- 
habilitation and for teaching its mother how to prevent a relapse 
and maintain its growth and health. Detailed explanations and dem- 
onstrations are sometimes required at the FSC and at home. 


At the prenatal clinic the aim is to help the pregnant women in main- 
taining good health to ensure a normal delivery and the birth of a 
healthy child. The teaching of the mother on infant and child care 
begins at the prenatal clinic before the child is born. Again here, 
the FSC staff works as a team at the centre and at home to prevent 
the possible harmful effects of pregnancy on the mother and unborn 
child. If abnormal conditions occur, they are treated accordingly. 
Through early diagnosis, prompt treatment and advice, complications 
of pregnancy and labour are prevented or at least improved. 


Special care is given to the preservation of a good nutritional sta- 
tus in the mother, for her own health, because the foundations of 
good nutrition begin before the infant is born and to ensure ade- 
Quate lactation. 


Prenatal and postnatal home visits are made at least once and re- 
peated according to the needs of the case. During these visits the 
"daya" or traditional village midwife who will be responsible for 
the home delivery of our prenatal cases (except the few abnormal 
ones to be admitted to hospital) is looked for and a relationship 
established. Dayas are invited to visit the prenatal clinic if 
they so wish, and the staff tries to keep in close contact with 
them in the homes before and after delivery. If the daya's confi- 
dence is gained and she is gradually influenced to abandon the harm- 
ful procedures she has inherited from her mother, she can become 
the best and strongest ally to the clinic staff and the most effec- 
tive advocate of their teaching in the homes, not only in prenatal 
and postnatal care but also in infant and child care, infant feed- 
ing and other spheres. If, on the other hand, the daya is tackled 
tactlessly and made to feel that she is ignorant and dangerous to 
the community, she becomes hostile, goes ‘underground', and will 
try to undermine, usually successfully, the work and especially the 


teaching of the FSC. Not all the daya's beliefs and methods are 
wrong, and she should be influenced to change only the harmful ones. 


The supplementary feeding centre is part and parcel of the clinic 


section. It serves the children under five years of age who are 
registered at the well child clinic or who are referred from the 
sick children's clinic, with a stress on the weaning and post- 
weaning periods. 


The supplementary feeding has a dual purpose: 


1. the cure of malnourished children referred by the doctor and 
sometimes by other staff and the establishment of optimum 
growth. These children often suffer or have suffered from 
diarrhoeal diseases. If the diarrhoea is still active, spe- 
cial diets, teaching and demonstrations on the treatment of 
diarrhoea and dehydration are provided. By the time the child 
is discharged from the supplementary feeding centre, the mother 
should have been taught why her child was malnourished, what 
diet to give him to keep his growth at an optimum, how to pre- 
vent another attack of diarrhoea, and so on. 


2. the education of the mothers of normal infants on infant feed- 
ing, especially the introduction of supplementary food at about 
the age of five months (in adequately breast-fed babies), and 
on all the weaning procedures. In addition to the teaching 
given to all mothers at the well child clinic and at home,. many 
mothers of normal infants request to be admitted to the supple- 
mentary feeding centre for a short period to learn how to pre- 
pare the vegetable purée, cereal mixtures and other meals from 
locally available, inexpensive foodstuffs and how to introduce 
them qradually to the infant. This too is followed up by fur- 
ther advice and demonstrations in the woman's home. This is a 
most important measure for maintaining normal growth and pro- 
moting health and has been effective in preventing diarrhoeal 
diseases and their related conditions, especially the severe 
cases. 


The dietary patterns which have been worked out for the supplemen- 
tary feeding centre and which are taught and demonstrated to the 
women at home are based on the following major factors: 


1. The culture of breast-feeding which prevails among the people 
we serve must be encouraged and preserved in every possible way. 
Infants receiving sufficient breast-milk do not develop malnutri- 
tion. (Fatal malnutrition is restricted to the very small child.) 


2. The foods used at the supplementary feeding centre must be avail- 
able locally, acceptable to the families, and within their finan- 
cial means. 


3. The existing poor environmental sanitation, lack of education of 
the mother, lack of facilities in rural and slum homes are con- 
stantly kept in mind. The dangers of artificial feeding, espe- 

_ cially by the feeding bottle, must be fought. 


The home visiting programme is one of the important, if not the most 


important, aspects of our FSC programme. It is undertaken by the 
staff from the clinic and supplementary feeding section (nurses, 
midwives, social workers, etc.) and by the home economics instruc- 
tors from the home-making section. Whenever possible, these two 
groups arrange to visit the homes together in order. to coordinate 
their activities. 


Although the home visits are sometimes classified as prenatal, post- 
natal and visits for children, in actual fact once the staff mem- 
bers are in the home, there is no such division, and the possibili- 
ties of helping the home through both sections of the FSC are un- 
limited. This covers not only the medical but also the social, 
agricultural, educational, economic and moral fields as related to 
health. This comprehensive approach is not easy, but as it is the 
only effective way, it must be tried. If one member of the family 
has a physical, mental or social problem, the whole family is af- 
Fected. 


In the homes the instructors on home economics from the home-making 
section, together with the nurses, midwives and social workers from 
the clinic and supplementary feeding section, are expected, in addi- 
tion to all their other home visiting duties, to be on the look- 
out for possible improvements in water supplies, waste water and 
garbage disposal and unhygienic buildings, as well. as home gardens. 
They are expected to select special families who are seriously in- 
terested in improving their living conditions, who are willing to 
provide the labour themselves, but who would be in need of partial 
material assistance in kind, such as some cement, wood, iron, la- 
trine slab, and so on. 


Furthermore, if individual cases are to be selected for material 
assistance to help them improve their houses or their lives in any 
of the fields mentioned above, the final decision on the need and 
extent of such assistance has to be made in the homes. Whether or 
not a mother of a small infant is to be given milk from the centre 
to supplement her own milk should be made only after thorough in- 
vestigation in the home. 


The most effective part of the FSC educational-programme is accom- 
plished in the homes, where demonstrations are carried out ona 
wide scale to help the people make the best use of their resources. 
In some of these demonstrations, especially those on infant feeding 
(including diets for diarrhoeal disease) and bathing, the neigh- 
bours and friends are invited to attend, wherever this is possible. 
Unlike the home visits made for individual teaching and demonstra- 
tions, group demonstrations are usually made by appointment to give 
the woman in whose house the demonstration will be held time to in- 
vite her neighbours and to prepare the ingredients. required for the 
food demonstration. If there is a home garden, the demonstration 
would begin with the woman picking from her garden some or all the 
vegetables required for the purée in the presence of the group. 
These group demonstrations have proved very effective. 


Home visits and demonstrations are of special importance in the 


case of women who are unable to come regularly to the FSC and who 
come only when the child is sick, due to distance from the centre, 
overwork at home or lack of interest. Their interest has to be 
stimulated through talks and demonstrations at home. Only in the 
home can a woman be made aware of the many factors affecting her 
child's health. Once she recognizes these needs and that waiting 
for the child to be sick before going to the FSC is not the answer, 
it is amazing how overwork and distance from the centre stop being 
obstacles for regular attendance for preventive and educational 
purposes. 


Home visiting has proved very helpful in detecting minor illnesses 
and preventing major ones. Families can be taught to recognize 
early symptoms of a few important conditions and what to do about 
them until they see the doctor. 


Another priority in home visiting is the discovery of cases of com- 
municable diseases which have not yet been referred to hospital. 
This is important in view of the shortage of hospital beds, on the 
one hand, and the reluctance of some parents to hospitalize their 
sick children, on the other. The other members of the family are 
taught how to protect themselves from infection and how to take 
care of the patient. 


Home-Making Section 


The teen-age girls attending the home-making section come from vil- 
lages, slums and refugee camps. Literate, semi-literate and illit- 
erate girls are accepted, many of them being dropouts from schools. 
They are given a simple course in home economics, including child 
care, nutrition and health, infant feeding, personal hygiene, cook- 
ing, sewing, embroidery, simple handicrafts, elements of environ- 
mental sanitation, home gardens, home furnishings, and literacy, 
according to a set curriculum, both theoretical and practical with 
a stress on the latter. The same simplified written material and ~- 
instructions which are given to the clinic staff are provided to 
the home-making instructors. The content of the curriculum on 
child care, nutrition and all matters related to health are the 
physician's responsibility, while the rest have been prepared with 
the help of home economics and social welfare workers, not all of 
whom are employed by NEECPR. At the same time, NEECPR staff other 
than those employed at FSCs are called upon whenever necessary to 
help in the practical application of the course, especially in the 
fields of agriculture and environmental sanitation. ; 


Before leaving the home-making section, the girls go on home visits 
with their instructors, often together with the nurses and other 
staff working at the clinic and supplementary feeding section. In 
the homes they attend demonstrations on infant feeding (including 
the feeding of children suffering from measles, diarrhoea, etc.), 
bathing, etc., using the facilities available to the rural or slum 
homes. Home visits help to keep the teaching realistic and in ac- 
cordance with the needs and possibilities in each home. 


The girls training at the home-making section were, to begin with, 


given simple illustrated books to take home and read at their lei- 
sure. This gradually developed into a small lending library for 
all the girls, both literate and illiterate, who borrow books. 
These are used at home by every member of the family who can read, 
and they, in turn, read the books aloud and explain them to the 
illiterate persons. This simple lending library is greatly appre- 
ciated by the family and the community. 


Personnel and staffing 


FSC work involves team work in planning, organization, coordination 
and supervision, as well as in the day-to-day activities. 


At the clinic and supplementary feeding section the staff consists 
of physician, social workers, nurses, midwives and ancillary per- 
sonnel. The home-making section is staffed by home economics and 
sewing instructors. 


In view of the shortage of qualified personnel of all types in these 
areas, it is not possible, and at this stage not desirable, to con- 
form to international standards which set the minimum requirements 
for professional personnel per head of the population required for 
the health services. We work with what we have. 


The physician (who is not always a paediatrician) is available at 
the centre once or twice a week and is in charge of the sick chil- 
dren's clinic and prenatal clinic but is expected to cooperate with 
the other staff in the well child clinic and in every aspect of the 
FSC programme, especially the educational ones. 


Each FSC has a supervisor who is a qualified social worker, when one 
is available. She supervises and coordinates all activities at both 
sections of the FSC. She also supervises all the training programmes 
which take place at the FSC. 


The nurses employed at our FSCs are all practical nurses, who work 
under the guidance of the physician and the supervisor. In some 
areas a midwife is available and works together with or instead of 

a nurse. The nurses give out and explain the medicaments and carry 
out dressings, injections, and eye treatments prescribed by the phy- 
sician and assist in the few minor operations. As the doctor is 

not present every day, he trains the nurses to recognize and treat 
minor illnesses while he is away and to 'screen' the children seek- 
ing treatment by the physician and to take care of the mild and minor 
cases before his arrival. 


Cooks, helpers, drivers, and doorkeepers are also employed. 


In the home-making section the staff includes home economics and sew- 
ing instructors who work under the general guidance of the FSC super- 
visor. . 


In selecting the nurses and other FSC staff, we look first and fore- 
most for the type of personality, their approach to the families and 
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to their interest, ability and willingness to identify themselves 
with the 'philosophy' of total health care in the home and com- 
munity. 


Because of the shortage of nutritionists and other specialized per- 
sonnel, we try to train our available staff to become almost multi- 
purpose workers. The practical nurses have to be taught a few ele- 
mentary (but essential) facts related to nutrition, home economics, 
home sanitation, agriculture and home gardens as related to nutri- 
tion, as well as social welfare, and so on. The home economics in- 
structors at the home-making section have to become familiar with a 
Few basic and applicable facts related to child health, infant feed- 
ing, agriculture and nutrition, home sanitation, literacy, etc. 


Among the health problems which will be increasingly important in 
the future is mental health. Although the many physical problems 
of child health among the lower socio-economic groups in developing 
countries have priority at present, it must be kept in mind that 
the rapid changes and increasing industrialization in many develop- 
ing countries will bring in their wake some mental health problems 
which will have to be faced. There are, moreover, local causes of 
stress and tension in this part of the world which are an added 
problem. The physicians at our FSCs need to be familiar with the 
principles of psychosomatic medicine as applied to children and the 
family as a whole and the psychological aspects of physical illness. 
The social workers, nurses and other FSC staff members must also be 
well. aware of these matters. 


NEEC staff who do not work at FSCs cooperate with the FSC staff and 
as such are considered as members of the ‘extended team'. 


Finally, we hope to get to the point in. the distant future when the 
village daya will be considered as a member of the FSC team. 


Training Programmes 
l. .Foaining, of oStatF 


ae on-the-job, written instruction, 

b. literature - prepared by the medical consultant and from 
outside sources, 

c. exchange visits between FSCs, 

d. visits to other institutions, 

@. seminars and refresher courses. 


2. Training for persons other than FSC personnel 
Any person or group who requests to have experience in commun- 
ity health and comprehensive health care at our FSCs is welcome 
to do so. Among those who passed through our centres for peri- 


ods of various lengths are: 


a. student nurses from schools of nursing, including practical 
mursing. This constituted part of the training of the stu- 
dents in nutrition, infant feeding, rural hygiene and gener- 
al public health nursing at the nursing schools; 
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b. nurses and other personnel working in other service agencies 
in the area spent periods of training at our FSCs to gain 
experience in community health work. 


Coordination of Training Programmes (and Services) With Other 


Organizations and Individuals 


An attempt is made to keep close contact with various institutions 
and bodies, some of which are listed below. 


1. Government health and other services and training programmes. 

a. this is at its strongest in relation to immunization of 
children; 

b. in Amman the FSC is a joint project with the Ministry of 
Health; 

c. Our literacy programmes are coordinated with those operated 
by government; 

d. some of the inspectors of education are involved in our FSC 
work and give it their full support. 


2. Women's Vocational Training and Teacher Training College. 
3. Government Women's Teacher Training College. 


4. Other home economics programmes, especially in relation to the 
teaching given in health, nutrition and related subjects, e.q. 
YWCA. 


S. UNRWA (United Nations Refugee and Works' Agency). 


Family Planning 


NEECPR adheres to the policy of the government concerned - so far no 
family planning is carried out officially at government clinics and 
health centres. The only family planning clinics per se which are 
operated by NEEC FSCs are two in East Jordan. 


One has the impression that the beneficiaries at these centres do 
not always come from the social strata which needs family planning 
most - women from the remotest villages come much less often than 
the relatively more enlightened people. Nevertheless, these cen- 
tres are greatly appreciated, and women attending our FSCs who need 
help in family planning are referred to the nearest family planning 
clinic. The activities of all our FSCs include some education in 
family planning. 


At the request of families who can afford it, the FSC physicians 
write prescriptions for contraceptive material. If the families 
cannot pay for the contraceptive materials prescribed by the phy- 
sicians, they are referred to the nearest family planning clinic. 


In one of the FSCs in the West Bank the qualified midwife working 
at the centre has been advising the use of coloured beads, success- 
fully in some cases, for helping illiterate women to calculate the 
'safe' period cycle during the month. 
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It is felt that all the examples given above are only scratching 
the surface of the population problem, especially among the most 
underdeveloped families in rural and slum areas, i.e. the people 
who have the biggest number of children and who need family plan- 
ning most. There are many other factors than the availability of 
contraceptive material that influence family size. Our experience 
has shown that, at least in the four countries where our FSCs func- 
tion, those factors are more social, cultural and economic rather 
than religious. At the same time, the political aspects are always 
looming in the background. 


But we are not discouraged. In the areas where this is possible, 
an attempt is made through the FSCs and their home visiting pro- 

grammes to educate the women attending the clinic section and the 
teen-agers attending the home-making section on the importance of 
spacing of births for both the children and the family. 


In spite of the difficulties and obstacles related to family plan- 
ning and although we are saving lives at our FSCs, we firmly be- 
lieve that we are not adding to the population problem but that we 
are, in fact, helping to reduce the birth rate in the areas served. 
This is the difference between saving lives through mass disease 
control and through the comprehensive health care which we aim at 
giving at our FSCs. The same measures we use for reducing the in- 
fant and child mortality rate also help to reduce the birth rate. 
These measures include education of the public and raising the stan- 
dard of living in every sphere of life affecting health directly or 
indirectly, at the FSCs, in the homes and in the community. The 
general education (literacy) given to illiterate girls at the home- 
making section of our FSCs is one concrete example, among many oth- 
ers, of factors which help to reduce fertility. 


One other important factor has helped and will be of more and more 
help in. the future: As we continue to reduce deaths among infants 
and children attending our FSCs and to keep them at optimum health, 
the people become more and more interested in planning their fam- 
ilies. This will not happen quickly because there will still be 
social factors. Such social obstacles have been decreasing stead- 
ily over the years and are already less powerful than they were a 
decade ago, polygamy and divorce declining rapidly all the time. 
With education it is anticipated that these social and cultural ~ 
customs will change more rapidly still. Also through education 

the woman's role (whether we believe this is a good or a bad thing) 
is rapidly changing; she will become more and more involved with 
careers outside the home, and this will affect considerably the 
number of children such a woman would want to have. 


In dealing with the population problem in general, it should be 
kept in mind that family planning programmes, even the most suc- 
cessful ones, are very long-term programmes, and it will take at 
least one generation to have results. In the meantime, the short- 
term solution, at least as far as world food, nutrition and hunger 
are concerned, would be to increase the food supply and to try to 
have a more equal distribution of foodstuffs among and within coun- 
tries. 
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Evaluation and Analysis 


During the four years (1966-70) I have been working as medical con- 
sultant to NEECPR and NECCCRW before that, the temptation to push 
the medical component of FSCs, including curative medical care, 
ahead of the other fields was ever present, to keep it in balance 
with all other fields of development has been a constant effort. 


Preventive and educational work is very slow. This, together with 
the fact that FSCs cover many other fields of development than 
health (but which affect health), makes evaluation very difficult. 
However, one thing should be made clear. In the description of FSCs 
Qiven in the preceding pages I may have given the impression that 
all these centres work at an optimum standard and that the 'philo- 
sophy' and policy we have set for ourselves are being implemented 
to perfection in every aspect at every centre. Far from it. There 
is still much to be done, much to learn and also some things to be 
undone - we feel our way as we go. These are long-term programmes; 
the first FSC was initiated about five years ago. It would perhaps 
take five more years for the total plans to be fully implemented or 
at least to be given a chance to be fully implemented, if such a 
thing is at all possible. 


In this kind of work, anxiety and pride in having quick results 
tempt one to impose services, mass procedures and 'regimentation' 

on the people one is trying to help. This spoon-feeding might, 
among other things, create a dependency among the people thus 
served. (I am not here referring to acute medical conditions and 
other situations which require immediate action - the curative side 
of our FSC medical work is, in a way, the easiest to achieve and, on 
the whole, well taken care of.) In helping persons, families and 
communities to develop, a resistance against change is encountered. 
We must discipline ourselves to curb our enthusiasm and avoid bring- 
ing pressure on these people. We must accept the slower method of 
stimulating them and educating them on their needs and on how to 
help themselves. Imposing services on the people will often impede 
permanent benefits, and in many ways such services might turn out 

to be obstacles to true development. In our FSCs we are still far 
from achieving this ideal goal of development either in the health 
or in any other field, but we shall continue our efforts in that 
direction. 


We would like to convey our heartfelt thanks and sincere apprecia- 
tion to all the donors who, over the years, have generously contri- 
buted to the financing of NEECPR (and previously NECCCRW) programmes. 
Without their help and full support, FSCs would not exist. 
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